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ON THE DIAGNOSIS OF TUMORS, WITH

ESPECIAL REFERENCE TO THE EVIL RE-
SULTS OF OVERCONFIDENCE AND DELAY.*

BY MAURICE H. RICHARDSON, M.D.,
Professor ofClinical Surgery, Harvard University.

The frequent occurrence of diseases previously
regarded as rare, soon after attention has been
called to their possible existence, has been re-
marked by most observers. It is often said
that an unusual case in practice is immediately
followed by one or more similar cases. For
example, a splenic leukemia, seen one day, is
followed by another the next; or an extra-
uterine pregnancy, operated on in the morning,
is followed by another in the afternoon. Such
occurrences are, of course, purely accidental.
A disease accurately described for the first time
seems thereby to be put immediately upon the
increase; but the explanation of the fact lies,
as we know, in the increased attention called to
the subject, the added knowledge which makes the
lesion suspected, and the careful search for
the disease by the general practitioner. With the
demonstration that the vermiform appendix is
the cause of most symptoms in the right iliac
fossa, the number of cases of appendicitis has
increased beyond all conception of the early days.
The changes in the pancreas owing to gallstones,
and relieved by cholecystostomy and drainage,
have been noted with increasing frequency. So
it is with many clinical problems. The moment
a question arises, conditions seem also to arise
as if for the direct object of solving that question.
Ten or fifteen years ago the subject of actinomy-
cosis, for example, was brought up by Dr. C. A.
Porter in connection with chronic inflammatory
diseases of the lower jaw, previously treated as

alveolar abscess with dead bone. This disease
had hardly, in my recollection, been mentioned,
and was by many of the staff

—

myself for one —

not known even by name. Cases began imme-
diately to be discovered, and with increasing
frequency. Through the general interest excited
by the studies of Dr. Wright and through the
eager search made by the staff, the disease has
now been demonstrated in different parts of the
body. In one year I found three cases of abdomi-
nal aotinomycosis, all so strongly resembling
malignant disease that the diagnosis of cancer
seemed the most plausible one. The possible
presence of this lesion is now considered in the
diagnosis of many if not most doubtful tumors,
especially in connection with the alimentary
tract.

The discovery of new and easily demonstrable
facts has added such strength to the diagnosis
of many previously obscure conditions, that
they are no longer obscure. Contributions to
the pathology of tumors, like the demonstration
of the relations of the ray fungus to intestinal
growths, or of the influence of gallstones in pro-
ducing chronic inflammations resembling new

*Read before the Obstetrical Society of Boston, Oct. 23, 1906.

growths of the pancreas, have cleared up many
previously obscure questions. The etiology of
tumors is better understood, or rather is a little
less unknown or unsuspected. The influence
which new growths exert in the very beginning
of their offending, and the gross changes which
they undergo in their early life history, are,
as time goes by, better and better predicted and
understood. The tumors which may be left
with comparative safety and those which may
not, whatever the pathological report may be,
are within reasonably accurate recognition.
Fewer errors are made previous to operation,
and fewer unnecessary operations are performed.

The diagnosis of tumors is, nevertheless, un-

certain, even at the present day and in the hands
of the most experienced men. Many unnecessary,
not to say unjustifiable, operations are performed,
while many imperative ones are withheld. The
decision for or against operation must depend
in most cases upon the educated touch; but many
tumors are so deeply seated that it is difficult, if
not impossible, to feel them. In all cases the
final diagnosis after exposure of the tumor
depends largely upon the sense of touch. The
diagnosis of inaccessible tumors depends exclu-
sively upon the history and the general exami-
nation. Accurate demonstration necessitates the
exploratory operation which in such regions as

the deep epigastric is easy and safe, and which
may be followed immediately by the radical
operation. In other anatomical areas, the brain,
for example, the exploration is itself so dangerous
that the removal of the tumor does not add
greatly to the risk. Indeed, the early discovery
and prompt removal of ¡i tumor from the cortex
is less destructive to cerebral tissues than the
laborious and extensive search for something
which perhaps does not exist. But however
absorbing may be our interest in the new growths
of the brain, spinal cord, the pleura, pericardium,
lungs and mediastinum, tumors situated in
these regions do not permit much more than a
shrewd guess as to their existence; much less
do they permit a reasonably accurate opinion
as to their nature. Such tumors are beyond the
scope of this paper, in which I wish to consider
mainly the common and accessible tumors.

Since reading in Atlanta in 1903 upon prac-
tically the same subject as that considered in
this paper, I have been impressed more deeply
than ever by its importance, for in the three
years which have elapsed since then I have seen
the evils which follow the overconfident diag-
nosis, whether of malignancy or of benignancy.
Clinical records are crowded with the histories
of tumors in their early and operable stages and
their worse than useless treatment by " absorb-
ents," " counter-irritants," trypsin and other
newly-discovered and much-advertised " scien-
tific " methods of sure cure. In some instances,
but too few to be in the aggregate of serious
moment, my operative records contain the
pathologist's report of benignancy when the
operative diagnosis read malignancy. Even in
those cases, however, like pyloric stenosis of
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ulcer origin, the diagnosis of malignancy which
necessitated pylorectomy, removed the menace
of later degeneration which a simple gastro-
enterostomy would not have done. Further-
more, in disputed diagnoses the worse rather than
(he better prognosis

—

that which demands thor-
ough removal

—

means the greater safety for
the future.

Admitting, as we must, the failure in the treat-
ment of malignant growths of all methods other
than surgical (excepting, in the rarest, instances,
the x-ray in superficial epithelioma and Coley's
toxins in the sarcomata), admitting also in the
diagnosis the fallibility of physical evidence,
and considering the suffering and death which
must follow delay and palliation based upon
fallible diagnoses and inefficient methods of
treatment, we cannot but feel the necessity for
extreme vigilance, particularly in the diagnosis
of benignancy, and for the candid admission
on our part, that, after all, our experience, no
mutter how extensive it may be, is but a frail
support upon which to base a diagnosis which
permits the palliative, the non-operative, the
medical treatment of the doubtful tumor.

There are degrees of positiveness in diagnosis,
according to the situation of the tumor, its
accessibility, its perceptibility to the senses, its
rate of growth, and its effect, upon tire general
health. Positiveness depends also upon the
confidence of the observer in his own powers and
experience. Most errors in prognosis and treat-
ment depend, unfortunately, upon overconfidence.
One may rely upon the positiveness of hopeless
inoperability more confidently than upon that of
benignancy, for more errors occur in calling the
malignant tumor benign than in calling the
benign tumor malignant. Positiveness may be,
and usually is, greater in the malignant than in
the non-malignant tumor, for the signs of malig-
nancy are plain and characteristic, whereas those
of benignancy are not always either plain or
characteristic.

It is easy to make a positive diagnosis of a
breast tumor which presents characteristic signs
to touch as well as to sight, when it, is difficult
to make the diagnosis positive in a tumor acces-
sible only to touch. One may be positive in his
opinion that a subcutaneous tumor is a lipoma,
and find in reality a sarcoma. In a word, how-
ever, positiveness varies with the evidence, for
some is positive and some is not; it varies with
the observer's experience, for this is sometimes
broad and sometimes limited. It varies with com-
mon sense, for some observers have this quality
and some do not. Finally, positiveness based
upon truth and accurate observation is an attri-
bute which can be cultivated to high perfection.

In my experience and belief, preventable
errors of all kinds in the practice of surgery,especially the gross and hard to excuse

—

whether
of diagnosis, technique or after-treatment —

occur as the result of overconfidence rather than
of ignorance. There is, for instance, the blunder
of leaving gau/.e sponges in the abdomen. When
every precaution has been taken by counting

j

the gauzes, and yet one is missing; when the
gauze is sought for by looking and feeling, and
by looking and feeling again and yet again, and
when the count is still incorrect, then the surgeon
may feel as sure as can he feel of anything
depending upon human frailty, that there is no

,

sponge left in the abdomen, but that the original
count was wrong, or that a gauze has been lost
elsewhere than in the abdomen. When, in the con-
fidence of a correct count, he closes the abdomen
without looking or feeling, the safety depends
upon the correctness of the count, and it is then,
if ever, that a gauze in the abdomen may have
been overlooked. Gauzes are lost when there
is no suspicion of their loss. So it is in the dis-
tressing burns by heaters; in paralyses from
prolonged faulty postures; in wounds of ureters,bladder, and intestines,

—

these accidents occur
when the possibility of their occurrence is not
even considered. In the diagnosis of tumors,
errors arise because their nature seems so evident,
so unmistakable, that careful histories are not
taken and careful examinations are not made.
A lipoma, for example, is diagnosticated at a

glance and a touch, and found to be
—

a fibro-
sarcoma (vol. lxii, p. 70) or a round-celled sarcoma
(vol. 28, p. 80). A breast tumor is so evi-
dently a benign cyst that operation is not even
considered, and it proves to be malignant and
fatal (vol. 38, p. 30). A tumor of the tongue
is diagnosticated by an expert as unmistakable
syphilis, and is treated for a month as syphilis,
the appearances being thought so characteristic
that touch is deemed unnecessary. At the end
of this time, when the case comes to the surgeon
(vol. lix, p. 41) the tongue is removed and shown
by the microscope to be cancerous' A tumor
of the thyroid diagnosticated by the medical
consultant as Graves's disease and inoperable
proves to be a cyst easily and effectively removed
after years of useless suffering (\ ol. 36, p. 75).

So on through many years of records, case after
case will be found in which some one

—

through
carelessness, overconfidence, preconceived ideas
—

has failed to recognize the nature of the tumor
and the gravity of impending complications.
This failure depends first upon the patient;
secondly, upon the attending physician, antl
finally, upon the consultant. By the time the
tumor reaches the surgeon's knife, it only too
frequently is found to have passed the bounds
of the operable.

Hence the fearful mortality of those new

growths which are not perceived early by the
patient or recognized early by the attending
physician. My records are full of cases of in-
operable tumors of the stomach, intestine and
rectum; uterus and ovaries; tongue, tonsil and
esophagus. Even in the visible, accessible and
most favorable positions, tumors are sometimes
overlooked, concealed or lightly diagnosticated
as of no importance. But the most frequent
errors in diagnosis, and the ones to which I wish
to call especial attention, are those which occur
in spite of one's eager desire to avoid them,

—errors in diagnosis that cannot but arise when-
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ever, among several observers, there is that
difference of opinion which necessarily arises
from the nature and situation of the growth and
not from haste or overconfidence. They are
met with whenever, after careful study of history
and physical signs, there still remains an element
of doubt.

In all tumors, but especially in those recorded
as doubtful, the possibility of malignancy must
not be overlooked or forgotten; hence the impor-
tance of prolonged study of history, careful and
repeated examinations, and early and adequate
extirpation.

In the diagnosis and treatment of tumors, the
most, desirable because the most beneficial propo-
sition may be expressed, I think, as follows:

All tumors shoidd be regarded as malignant until
they are proved benign.

No tumors can be proved benign while they are,
still in the body.

Therefore, all tumors should, if possible, be
remaned.

The truth of these premises may be open to
discussion; but, their truth having been proved,
t he conclusion is inevitable.

The present communication deals chiefly with
the truth of these premises. I shall, therefore,
discuss the diagnosis of tumors, and shall en-
deavor to show the impossibility of always
making that diagnosis sure enough to justify
palliative treatment. The cases which illustrate
this paper are selected wholly from my own

records, and chiefly the records of the past few
years. The sum total of errors in diagnosis is
extremely small, for the signs have been only too
characteristic and too often deplorably hopeless.
The object of my remarks is not, however, to show
the fallibility of the general practitioner, or even
the medical consultant, but of the experienced
surgeon. The chief argument is that, no matter
how skillful the surgeon may be, he cannot be
sure that any case which he deems benign is not
i» reality malignant. If it is admitted that the
men most experienced in the diagnosis and
treatment of tumors cannot in any case abso-
lutely exclude malignancy, then the only rational
treatment of tumors which are apparently be-
nign is to remove them when the operation is
neither dangerous, disfiguring nor disabling.But before a tumor is removed by an operation
which is necessarily dangerous, disfiguring and
disabling, the burden of proof that the tumor
is malignant, though apparently benign, is uponhim who would perform the dangerous operation.The diagnosis of the lipomata may be conceded
(<> be the easiest of all accessible tumors. Mistakes
m this group are, therefore, least liable to occur.

When a malignant growth is diagnosed as
a lipoma and the patient lives in the false
security of the wrong diagnosis, the results are
about as disastrous as can be imagined. In
the cases which follow, the history and phvsicalexamination were careful and complete. The
conclusion was not, from its inaccuracy, neces-
sarily hasty or overconfident. It was one of the
Possibilities in the diagnosis of all tumors.

The first case was that of a strong, young man
who had a tumor at the anterior border of the
left axilla, a little above the level of the nipple.
I examined this carefully and found what seemed
to me a lipoma. It did not have, perhaps, all
the characteristics of a fatty growth, for the
skin did not show the irregular dimpling on
lateral and inward pressure. I advised, but did
not urge, removal. Two years later this man,
having relied on my diagnosis that it was not a
serious matter, though not accepting my advice,
came to me with his axilla infiltrated by a new

growth which proved to be a round-celled sar-
coma and which was practically inoperable.
The only thing to do after the failure of two
extensive dissections, was amputation of the
whole upper extremity

—

an operation which
the patient wisely declined. Coley apparently
cured him with the toxins of erysipelas and the
x-rays, and he was shown at Washington four
years ago before the American Surgical Associa-
tion. He has since then died with recurrence in
the mediastinum.

In this case the tumor was not a characteristic
lipoma, and my error may have been, perhaps,
a little less inexcusable. Something suggested
that it ought to be removed, but I did not urge
the operation as I should have done.

" The characteristic lipoma is unmistakable,"
most authorities would say. Unmistakable by
whom? I maintain that the characteristic lipoma
is the easiest of all external tumors to recognize;
but I also maintain that no surgeon, no matter
how experienced he may be, can avoid sooner or
later making a wrong diagnosis even in so plain
and simple a growth as a lipoma; furthermore,
if he must err

—

being human —- in the lipoma,
what must be the probability of his erring in the
uncharacteristic, the deeply seated, the inacces-
sible tumor? After all, however, the error

usually results from haste or overconfidence,
as I have said, especially, when no doubt arises.
I select my cases, therefore, from those which
I know have been carefully and repeatedly
examined.

Mrs. H. (vol. lxii, p. 70) presented a subcu-
taneous tumor of slow growth over the upper
part of the left scapula. The tumor was flat-
tened, movable and connected more or less
intimately with the skin, as all lipomata near
the back of the neck are. Every attachment
of this tumor required cutting. Dr. Whitney
reported it to be a fibro-sareoma.

This tumor was removed by a sufficiently
broad margin because of its situation and attach-
ments, which even in the case of a lipoma are so
extensive and intimate in this part of the body
that they must be actually cut. Here was a

tumor, having the history and appearances of an

innocuous growth, in a common situation of
the lipomata, with the characteristic dissection
of the lipomata. The tumor was not disfiguring,
and its removal seemed in a sense unnecessary.
Had this patient been advised against operation,
and, relying on that advice, had she let the growth
alone, two or three years' delay might have
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resulted, as in the previous case, in inoperability
and death.

If it is easy sometimes to mistake the lipomata,
what shall I say of breast tumors? In hundreds
of breast tumors operated upon, even the most
stupid observer must learn something of the
gross appearances of cancer. Indeed, cancer
of the breast in its full development is so plain
that I think the diagnosis from gross appearances
alone is as reliable as that from the microscope
alone. It may be even more reliable, considering
the possibilities of overlooking characteristic
portions, the mixing up of specimens and slides,
and other occasional and unavoidable mistakes.

In most cases of breast cancer the signs are
so distinctive that a glance and a touch are
sufficient to make a positive diagnosis. In some
cases, especially the early ones, careful and
repeated examinations fail to make the diagnosis
positive. In some the diagnosis of malignancy
cannot, be made with certainty until a section is
made through the tumor. In some the micro-
scope alone will first detect the beginning evidence
of malignancy. Accurate diagnosis of the doubt-
ful, the indistinctive, breast,tumor is impossible,
even by the most experienced. Even if the
surgeon can make a reasonably sure diagnosis
of benignancy, as in the cyst or the encapsulated
fibroma, he cannot in any case, except by the
most prolonged and painstaking laboratory re-
search, be absolutely sure that some minute focus
of malignancy has not been overlooked.

These facts I can illustrate by many cases
seen by many general practitioners and by many
surgeons. It would seem hardly worth while
to prove their truth, were it not that many,
especially physicians, assume that benignancy
may be definitely determined, and upon that
demonstration advise against operation.

The breast tumor cannot at any age, and espe-
cially after the age of thirty, be diagnosticated as

benign with an accuracy sufficient to permit indefi-
nite delay.

In young girls malignant disease of the breast
is very unusual. I have, nevertheless, seen the
most malignant form of cancer at nineteen, and
several cases in women under thirty.

Carcinoma of the breast is so unusual in the
young, however, that its presence is especially
liable to be overlooked. In a patient of nineteen
the age itself may be by some relied upon to
eliminate this disease in the differential diagnosis,
even when cancer is strongly suspected. Cancer
of the breast, like cancer elsewhere, is especially
virulent in ihe young. Its fatal course may
be run in a few months. The importance of
early recognition is, therefore, particularly great.
The observer must remember that the signs of
breast cancer are the same at all ages, and he must
be cautioned not to give these signs too little
heed on the sole ground that the patient is young.

One of the common breast tumors in the youngis the fibroma, encapsulated and easily removed.
In consistency, in outline and in mobility, the
fibroma, especially when situated in the center
of the breast, resembles the carcinoma similarly

j

situated. Enlarged lymph glands in the axilla
may or may not be present, whether dependent
upon the breast, tumor or not. Their existence
may confirm cancer; their absence cannot
exclude it. Hard tumors of the breast centrally
situated should, therefore, be removed, whatever
the age of the patient. If they are not as an
invariable rule removed, the early detection of
breast, cancer in the young must be admitted
to be impossible.

With increasing years the doubtful breast
tumor is more and more likely to prove malig-
nant. Hence the rule which I think should be
generally followed, that all breast tumors in
patients over thirty years of age should be
removed.

But are breast tumors of any kind, at any age,
characteristic enough to justify non-interference
with them? The answer is that some are, in
the hands of men of great experience; in the
hands of men of small experience, they are not.
In no one's hands is any breast tumor so unmis-
takable that, fatal error may not occur. Indeed,
the only really safe breast tumor is the one which
has been removed by a sufficiently broad margin.

On the other hand, if breast tumors are, as a

rule, overlooked in their earliest and least un-
favorable stages, the. patient is occasionally
referred to the surgeon long before he can make
out any tumor or other abnormal condition.
The burden of responsibility is then upon his
shoulders, and it is a heavy one, especially if he
declines to explore the breast in the presence of
any abnormal signs whatsoever, particularly in
women over forty.

Many years ago I learned the lesson that pain
alone justifies, if it does not demand, surgical
investigation of the affected breast. Dr. Brighain
of Fitchburg sent, me a wotrian of forty whose
only complaint was pain in the left breast. Dr.
Brigham's diagnosis was cancer. I could feel
nothing abnormal; but operated because both
the patient and the physician insisted upon the
operation. In the center of a large breast I
found a nodule of cancer not larger than a pea.
Through the insistence of Dr. Brigham, this
patient was given the very best chance of per-
manent recovery; for it was the earliest and
most favorable case upon which I have ever
operated. By the perversity of things and from
causes which no one understands

—

causes which
make some unfavorable breast operations per-manently successful, and some favorable tumors
quickly recurrent — this patient in a compara-
tively short time died of a general metastasis.

This case brings up the question of pain in
diseases of the breast,

—

an interesting and
important subject, but one beyond the scope of
this paper. It should be said, however, that
pain is a symptom of value, both positive and
negative, in cancer of the breast. Its absence
means little, but its presence means much. In
women over thirty persistent and unexaggerated
pain may be an adequate reason for exploration,
especially when the family history shows much
cancer.
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Before a detailed consideration is given the
cases which illustrate my remarks, a word should
be said as to a common source of error in diagnosis
at the operation itself. That source is in the
examination of the specimen, both macroscopi-
cally and microscopically. I have seen many
tumors pronounced benign which, as the after-
history showed, were malignant, though I
recall but few pronounced malignant which were

benign. The evidence of the former error, based
upon recurrence or metastasis, cannot exist in
the latter, because the benign tumor does not
recur; and if it is pronounced malignant, it
simply swells and vitiates the statistics of per-
manent operative recoveries in malignant disease.

That many benign tumors are diagnosticated
and removed as malignant, there is no doubt.
Many breasts are sacrificed which need not be
sacrificed, and yet the error is on the safe side.
When a tumor has the characteristic appearances
of cancer, it can hardly be mistaken by the
experienced operator; when it does not have these
appearances, the danger of mistake is great.
The border line between malignant and non-

malignant breast tumors is misleading, confusing
and dangerous, unless the rule be followed that
all doubtful breast tumors are to be removed.

At times the neoplasm will show all the gross
appearances of benignancy, of chronic mastitis
with retention cysts, for example, and laboratory
examination will show malignancy. Most of
the errors in diagnosis arise when the character-
istic evidence of either malignancy or benignancy
is wanting, and when the pathologist has failed
to find the malignant focus.

In 1904, at Racine, Wis., I removed a breast
(vol. 49, p. 163) for what to me seemed
clearly chronic mastitis with retention cysts —

the intracanalicular fibroma. Both breasts were

similarly affected, and the worse was selected for
amputation. Professor Zeit, of Chicago, who
was present at the operation, reported, imme-
diately upon examination of a frozen section,
that the disease was malignant, and that the other
breast was probably the same. I should have
been positive that the tumor was benign, and
felt sure that Dr. Whitney would have said the
same. Under the evidence of the microscope,
and with the decided approval of Dr. E. C.
Dudley, of Chicago, I removed the other breast.
Dr. Whitney's exhaustive examination of the
specimens resulted in perfect agreement with the
diagnosis of Professor Zeit, which was made
upon the spot

—

endothelioma of the breast.
Here was a malignant tumor most strongly sug-
gesting benignancy

—

its malignancy a matter
of microscopic demonstration alone, beyond the
possibility of correct deductions from gross
appearances.

I admit the disquieting effects of such a case.
Not only must the tumor be suspected as malig-
nant, when every appearance indicates benign-
ancy, but every nook and cranny, so to speak,of the growth and its anatomical environment
must be illuminated and searched> by the most
renned methods of the laboratory expert.

In the Atlanta paper I illustrated the difficul-
ties and responsibilities of breast tumor diagnosis
by a case very much like the following which
has recently completed a fatal course. That a
second experience should have followed so soon

after the first shows the importance of the subject
and the liability to error, even when the attention
has recently been called to its possibility.

The case reported at Atlanta was of a woman of
twenty-two, seen in 1888 for a tumor of the right
breast, which she said I advised her to let alone.
In 1901 I found extensive cancer of right breast,
with infiltration of the axilla. Radical operation
was ineffectual in preventing early metastasis
and death.

This case is, however, not quite a parallel with
the following one, for the patient was very young
and it is impossible to say that the malignant
tumor was secondary to the benignant; or, in
fact, that there was any connection between the
two. In point of time, too, the cases are dis-
similar. Nevertheless, who can say that removal
of the tumor discovered in 1888 would not have
prevented the tumor of 1901? It seems to me a

fair assumption that an early operation would
have made the late one unnecessary.

Mrs. F. W. L. (vol. 38, p. 30), aged thirty-
six, had pain and burning in the left breast in
February, 1902. Nothing abnormal could be
detected.

On April 9, 1902, I found and removed a small,
hard tumor in the lower and outer quadrant of
the left breast. The incision was only an inch
long, and the tumor the size of a large green pea.
It was embedded in tissues described as those of
a chronic mastitis. A small pigmented area of
skin at the edge of the areola was at the same

time removed. In February, 1903, she was
" afraid something was growing in the breast,"
and in June I found a " small recurrent cyst."
In December, 1904, there was unmistakable
cancer of this breast, upon which I operated
January 10, 1905. Dr. Whitney reported a

medullary cancer with axillary infection. In
May, 1906, there was no local recurrence; but
her symptoms indicated a metastasis in the
spinal cord. She died on December 17, 1906.

The evidence upon which my opinion of benig-
nancy was based is lost. 1 can find no report from
Dr. Whitney. It is fair to conclude, therefore,
that my opinion was the result of gross appear-
ances. Had the tumor been examined micro-
scopically, its real nature might have been dis-
covered in time for a thorough operation and
permanent cure. The " moral " written in my
records of this case, when I discovered unmis-
takable cancer, is " Don't leave a breast with a
tumor in it," or " Always remove the tumor,
breast and all,"

—

a rule which I am by no means
sure would not in the long run be the safest and
soundest to follow.

Some breast tumors are wholly benign, but
resemble somewhat malignant disease. Not long
ago I pronounced malignant a tumor of the
breast which Dr. Simmons demonstrated to be
benign. The tumor was hard, and section showed
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small yellowish spots of necrosis or fatty degen-
eration, so suggestive of cancer. Without the
microscopic report I should have removed the
breast, and I am not sure that that operation
would not have been the better one.

In chronic mastitis the gross appearances are
sometimes suggestive of cancer. The thickened
edge of a medium-sized breast has at times a
hardness, irregularity, and a " feel " which
remind me strongly of cancer. The occurrence
of cancer after the removal of such thickenings
suggests not only that this condition may lead to
cancer, but that cancer is often present, and, for
some reason, undiscovered. The search for a
small focus of malignant disease must indeed be
a thorough one to enable the pathologist to say
that none is present.

It is the easiest thing in the world to say that
cancer is present in the case of the evident and
well-marked tumor; it is not easy to say that
cancer is absent in the case of the ill-defined and
non-characteristic tumor. For these reasons,
again, let it be ruled that the breast containing
a tumor of obscure and uncertain nature, or even
a tumor apparently innocuous, be removed, espe-
cially after the age of thirty.

I do not advise or urge, however, any such
indiscriminate rule as that the breast be removed
in every case of breast tumor. In spite of the
instances which I bring forward, there is great
safety in the ordinary diagnosis. A tumor which
looks and feels benign, and which is pronounced
benign by the pathologist, may be treated as
benign, and the breast need not be amputated.
The localized homogeneous tumor, sharply de-
fined and not infiltrating the parts about, may
be treated as benign when a section proves
benignity. The ill-defined, non-homogeneous
mass, without distinct localization, gradually
blending with breast tissues, should be looked
upon as dangerous; for it is in these cases that
errors of judgment are likely to occur.

In every tumor which is regarded as innocuous,
and is, therefore, left untouched, lie possibilities
of malignancy, in my experience the disaster

—the preventable error
—

of unsuspected and fatal
malignancy has occurred in the cases which
seemed the safest. " A tumor which looks and
feels benign, and which is pronounced by the
pathologist benign," as 1 have just said, " may be
treated as benign "; but it must, nevertheless,
be examined at regular and frequent intervals.
Practically, the nervous tension which such
repeated examinations cannot but keep alive
in the patient, with the possibilities which make
the examinations necessary, justifies, if it does
not indicate, extirpation of even the apparently
benign tumor.

A certain value may be given the diagnosis
from the occurrence of tumors in both breasts.
The chronic mastitis with retention cysts is
usually symmetrical. I have seen cysts appear
in the left breast after removal of similar cysts
from the right. Errors in the diagnosis of breast
tumors are, in experienced hands, unusual; but
it is under unusual circumstances that the errori

occurs. If the surgeon relies too much on the
rarity of cancer affecting both breasts, he will
overlook, in the early stages at least, this unusual
condition and one of his infrequent errors will
occur. I recall two cases in which cancer,
apparently independently, affected both breasts
(vol. 46, p. 51). The age of the disease and
its apparent extent were the same. In a recent
case (vol. 63, p. 55) I was strongly inclined to
think the tumors benign from their symmetry
alone. Both breasts had nodules of cancer

symmetrically situated. The gross appearances
were so characteristic that I had no hesitation
in making the most thorough dissections of both
breasts and both axilla;. A third case has just
come under observation,

—

a case in which both
breasts are hopelessly involved.

But how much weight is it safe to give the fact
that a left-breast tumor has been preceded a year
or two by a right-breast tumor of similar history
and appearance, proved by operation to be a
chronic mastitis with retention cysts? A patient,
of thirty-six, in April, 1904, presented a large,
elastic tumor of the right breast of six months'
duration. The diagnosis was benign cyst. Opera-
tion on Aug. 30, 1904 (vol. 49, p. 19), showed
" glandular hyperplasia with cystic dilatations "

(W. F. W.). In 1905, while I was in Europe,
this patient discovered a tumor in the left breast,
and was advised by my assistant to have ¡in
immediate operation. I found an elastic, fluc-
tuating tumor like the one previously removed.
I calmed the patient's fears and assured her that
the tumor had been practically proven benign
by the experience with the other breast. In
March, 1906, the tumor was smaller; in July,
1906, it was imperceptible.

In discussing at length the possibilities of error
in external and easily examined tumors, it seems
evident that errors in the internal and more or
less inaccessible regions are much more easily
and unavoidably made. Furthermore, in other
portions of the female generative tract, especially
in the uterus, tumors in extent, history and
character are not dissimilar. Uterine hyper-
trophies, hyperplasias, fibromata, sarcomata and
carcinomata, like similar conditions in the breast,
must in every case be considered. Changes of
the breast due to pregnancy are worthy of con-

sideration, just as possibilities of pregnancy must
always be borne in mind in uterine and other
pelvic tumors.

Now if the breast tumor of malignancy cannot
always be detected with certainty, what of the
uterine, or the ovarian? And if tumors may
be overlooked or mistaken, which can be felt
by bimanual palpation as well as uterine and
ovarian can be felt, what of the inaccessible
tumors of the deep epigastrium? Is not the neces-
sity for exploration, shown in breast cases to be
great, immeasurably greater in the deeply-seated,
inaccessible and manifoldly more lethal tumors
of the abdomen?

Cases in abundance are at hand in my records
to illustrate all the statements made in this paper.
Time permits the selection of but few.
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The difficulties of diagnosis are increased in
tumors of the internal organs, as I say, by their
inaccessibility, and yet I am impressed every dayby the prevailing accuracy. Take such a turnól-
as cancer of the esophagus. The very existence
of stricture after middle life points almost unmis-
takably to malignant disease. So in gastric
disease emaciation with vomiting almost always
means cancer, while any perceptible tumor at or
near the stomach with these symptoms makes
the diagnosis almost unerring. Frequent yeasty
stools with paroxysmal pain, intestinal gurgling
and emaciation suggest intestinal cancer so
strongly that a diagnosis based upon these symp-
toms is almost invariably correct. Painless
jaundice, persistent and depressing with loss of
weight, points directly.to pancreatic cancer.

But it is not the diagnosis of these advanced
almost self-evident diseases which I am consider-
ing. It is rather the perceptible and operable
tumor as yet unbranded as inoperable. I mean
the perceptible esophageal or pharyngeal tumor
(very rare, it is true) long before deglutition is
interfered with; the suspected gastric disease in
the earliest stages; the intestinal tumor which
can be felt before obstruction exists. In the
abdomen generally it is in the tumor of doubtful
nature with few symptoms that operation has
chance of permanent relief,

—

the tumor of the
right upper quadrant, the gall bladder, kidney
or pylorus; of the left, the spleen or kidney; of
the pelvis, the uterus or the ovaries.

Some regions are so commonly the seat of
malignant growths that the region itself may add
the decisive evidence in favor of extirpation.
The tongue, pylorus and esophagus are included
in this group. Indeed, the whole alimentary
tract is the seat of malignant so much more

frequently than of benign growths that the
general rule of universal extirpation, when pos-
sible, is applicable. One would find it hard to
collect from his records a half dozen benign
neoplasms of the whole alimentary tract, from
the lip to the anus. When tumors do occur in
these regions, however, it must be remembered
that they are not necessarily malignant, how-
ever prevailing malignancy may be. The sur-
geon must nevertheless be especially careful and
sure of his diagnosis before he advises non-
intervention in tumors which, from their situa-
tion alone, are likely to be malignant.

In 1897 (vol. 24, p. 155) I removed from the
pharynx of a man of forty-six an encapsulated
tumor of five years' duration. The tumor in-
volved the mucous membrane, and its removal
opened the pharynx. The disease was pro-
nounced metastatic adeno-carcinoma. I declined
to accept this report; and repeated examinations
and study finally showed the tumor to be in
reality a supernumerary thyroid, a laboratorydiagnosis which agreed fully with the clinical, as
shown by the continuous good health of the pa-tient to this day. That difficulty in deglutition,
even at middle or advanced life, does not
necessarily mean cancer is shown by three suc-
cessful operations for esophageal diverticulum at

the ages of fifty-three, fifty-four and seventy-
eight.

In gastric surgery I have never found any
neoplasm that was not malignant. The inflam-
matory infiltration of chronic ulcer sometimes sug-
gests a malignant neoplasm, and the possibility of
such benign conditions should not be forgotten
in the diagnosis of pyloric tumors. Even with
the tumor in the hand the surgeon may be mis-
taken. In one instance I removed a pylorus
which had the feel of malignancy. The patholo-
gist reported the tumor to be the inflammatory
thickening of a chronic gastric ulcer. In this case
Dr. Joslin had before operation made a correct
diagnosis. The demonstration of benignancy in
this case has had the salutary effect of making
every diagnosis, however positive, whether of ¡i
virulent or of an innocuous neoplasm, open to
some doubt. This experience, though very dis-
quieting, has stimulated me to the most careful
examination and diagnosis at the exploration
itself.

Two interesting and unusual intussusceptions
have come to my notice at an interval of thirteen
years (1892-1905). Both were caused by an
intestinal lipoma of the inner surface of the
caput ceci, which, caught in the peristalsis of the
ascending colon, was drawn forward

—

ileo-cecal
valve and all

—

into the transverse colon! In
the first case the intussusception symptoms were
first noticed, and the tumor was discovered, at
the operation; in the second, the tumor was
detected in the beginning, some weeks before
the operation. I failed, however, to interpret it
correctly. Later an intussusception took place,
and upon this Dr. Mixter operated successfully.
Tumors of the ileo-cecal region must be scanned
carefully, for in these cases mistakes in diagnosis
are common; many a chronic appendicitis has
been abandoned as hopeless malignant disease,
and many a malignant tumor has been operated
upon as chronic appendicitis.

The harm of regarding malignant tumors as

benign is vastly greater than that of treating
benign tumors as malignant. There are worse
evils than those of an unnecessary operation, no
matter what may, in a single case, happen. Of
the real deplorable calamities of surgery there is
none greater in the aggregate than the palliative,
let-alone, or even the half-hearted treatment of
malignant disease. True, a small percentage of
explorations prove unnecessary; a small per-
centage may prove useless; a small number may
show inadequate study or prove careless deduc-
tions; a small number may increase suffering or

cause death; and yet the sum total of good
accomplished would be much greater in carrying
out a policy of universal and indiscriminate
surgical intervention in the treatment of doubtful
tumors, than in a policy of universal palliation.
Indeed, were all tumors, of whatever nature and
wherever situated, thoroughly investigated with a
view to their complete extirpation, and were
extirpation attempted in all cases, except those
conspicuously inoperable, better results would
follow, on the whole, than from the policy of non-
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intervention, except in the light of the most
unmistakable indications.

In other words, is not human fallibility, even
under the most favorable circumstances, so great
that the evils of always relying upon a diagnosis
of benignancy are greater than the evils of always
questioning that diagnosis? Are not the suffering
and death following the non-operative treatment
of neoplasms diagnosticated as innocuous vastly
greater than those of the operation?

It must, however, be remembered that there
are other evils than those of malignancy in the
presence of tumors, and other indications for
their removal than those of life and death  —

such as pressure, hemorrhage, pain, weight, with
such accidental complications as torsion of
pedicles, necrosis, infections, and the like.
These things may in doubtful cases add the
deciding influence in favor of operation. Indeed,
the evidence upon which I base the indications
for operation in many cases does not concern in
the least the question of benignancy and malig-
nancy, but, as in the case of uterine fibroids,
rather questions of weight, size, pressure, hemor-
rhage, rapid growth and pain. These indica-
tions, however, result in operations which
demonstrate, far more frequently than I used to
think possible and more than is usually admitted,
the existence of unsuspected malignant disease,
more particularly in the female pelvis.

In malignant tumors generally, curability by
extirpation is in proportion to early detection.
The best results of surgery are therefore to be
found in those areas of the body which are visible,
often felt of, or continually brought into external
and perceptible use, and in which, therefore,
abnormal conditions are easily detected or at
least suspected. Curability is influenced, sec-
ondly, by the nature of the organ affected;
thirdly, by the environment, affecting possible
thoroughness of extirpation and width of margin;
and, finally, by the nature of the tumor itself.

In some cases the most important element is
the malignancy itself, which may be so great that
early discovery, resistant tissues, and early
extirpation are unavailing. Such are the mel-
anotic sarcomata, which often cause internal
métastases before their malignancy is even sus-
pected. Sometimes the malignancy is such that
extirpation even atthe ve ry beginning is inade-
quate for cure. In cancer of the tongue

—extensively dissected within a month of its in-
ception

—

I have seen the whole course run in a
few weeks (vol. 35, p. 135). The tongue is so
fertile a field for the growth and spread of cancer
that nothing is effectual for even the smallest
and most circumscribed growth, but total extirpa-
tion of the longue.

In another prominent facial area the disease
may, from its situation, become too far advanced
for extirpation before attention is called to it.
Hence malignant disease of the upper jaw is
almost invariably recurrent and fatal even after
the most thorough extirpation. I should place
this region at perhaps the head of the line of
downright discouraging situations for the sur-

gical treatment of malignant disease, as the great
bony sinuses of the ethmoid and sphenoid are
usually invaded even to the basilar process, before
pressure has let loose the tumor behind the eye,
into the cheek, or through the hard palate

—

in
which places it becomes, of course, immediately
perceptible.

Cancer of the lip is by nature no more curable, I
believe, than cancer of the pylorus, the cervix
uteri, or the anus. It is taken early because its
presence cannot be ignored. When taken late,
cancer of the lip is as unfavorable and fatal as
cancer of the rectum and pylorus.

The early discovery of tumors in our patients
is, unfortunately, not our task; but it is for us to
make the correct definition of them when once
they are brought to our attention. We can rec-
ommend, when practicable, that the common
indications of trouble be not disregarded; that
unnatural discharges from the vagina be investi-
gated rather than regarded as the " turn of
life "; that bloody stools be not lightly looked
upon as piles; that persistent gastric symptoms
be not dismissed as dyspepsia; that abdominal
enlargements be not always treated as an increase
of fat; and, finally, that all bunches be brought at
once to the attention of the physician. Once
shown to the physician, the tumor is within
reach of argument, at least, if not of surgical
intervention; and upon the physician then rests
the responsibility of diagnosis and advice.

In the female pelvis the errors of diagnosis are
more prolific and deplorable than in any other
region in the male or female. In illustration of
this statement I have many cases at hand. The
first source of error and delay is in the diagnosis
of pelvic tumors. The diagnosis is in many cases

deplorably uncertain, especially the diagnosis
between the fibroid and the solid or semi-solid
ovarian tumor.

The correct diagnosis of the great majority of
pelvic tumors is comparatively easy. The correct
diagnosis of some pelvic tumors is beyond human
powers, as I have seen them exercised. The
mistakes made in a hundred consecutive cases
will be very small; but we are at an age when the
margin of error, though necessarily narrow, is
much broader than we like to admit, or than we
hope will in the future prevail. To narrow still
further that margin we must, first of all, admit
our fallibility and uncertainty.

Were it not that the commonest source of error
is the malignant ovarian tumor, the importance of
exploring every doubtful case would not be so
great. Were it not that many a uterine hemor-
rhage is dependent upon concealed cancer of the
uterine body, it would not be so important to
operate upon what seems to be a simple sub-
mucous fibroid or a uterine polyp. Were it not
for the frequent occurrence of cancer of the cervix,
it would not be necessary to regard every doubtful
cervix as the probable beginning of malignant
disease.

The supposed uterine fibroid often proves to be
a solid or semi-solid ovarian tumor, wedged upon
the uterus so intimately that it seems a part of it.
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The touch is the same as that of the fibroid; the
cervix moves in bimanual palpation; the general
impression is in every way the same. Exami-
nation under ether gives the same results. The
uterine sound shows a normal depth, and proves
no enlargement of the uterine body

—

a fact con-
sistent with subperitoneal fibroids. Exploration
shows double dermoid cysts (vol. 62, p. 159).
A child of sixteen has evidently a large ovarian
cyst (vol. lxi, p. 180) which proves to be malignant
at its base and everywhere infiltrating. A
woman of forty-nine (vol. 63, p. 105) has a
uterine tumor which is correctly diagnosticated as
uterine fibroid, but which under anesthesia
proves so fluctuating as to raise the question of
pregnancy; which, held in both hands, cannot be
differentiated from a pregnant uterus; which
proves to be, as the office examination seemed to
show, a soft uterine fibroid. The most ex-

perienced expert in obstetrical practice is unable
to rule out pregnancy.

A woman of forty-nine (vol. lvii, p. 126) has
under intelligent observation for several years a

multiple uterine fibroid, which proves on extirpa-
tion to be large round-celled sarcoma (Dr. W. F.
Whitney) and to which the patient succumbs by
extensive metastasis.

A woman of fifty-four has persistently recurring
uterine flow (vol. 53, p. 119), to the investigation
of which the attending physician is opposed as

absolutely unnecessary, curettement having been
done without ether. Thorough investigation
shows adenocarcinoma of the uterine body in its
very beginning. Vaginal hysterectomy has un-

doubtedly extirpated the neoplasm for good.
In a woman of thirty (vol. 63, p. 101) the

evidence of malignancy was apparently incon-
trovertible. Curettage and examination of the
scrapings by Dr. W. F. Whitney had shown malig-
nant adenoma. In this case the patient's condi-
tion and age excited a doubt in my mind; I was

unwilling to extirpate the uterus without further
study. I therefore myself curetted, and sent,
independently, the scrapings to Dr. Whitney,
who pronounced them normal mucosa. There is
in this case somewhere an error which must be
cleared up before sacrificing the uterus of a

young wife who desires, above all things, children.
That errors other than those of observation

must be taken into account, Dr. Whitney himself
would be first to admit. In a recent case (vol.
62, p. 131) of tumor of the upper jaw Dr. Whit-
ney reported that the growth did not look in
general malignant. The tumor was so evidently
sarcomatous, malignant, hopeless, that Drs.
Homans and Garland agreed with me in aban-
doning all attempts at removing the masses from
the ethmoid and sphenoid sinuses. There was
here some error either of misplacement, sub-
stitution, or actual loss of the specimen

—

errors
which must always be taken into account

—

for
the disease is now unmistakably malignant.

Whatever the future may bring forth in the
treatment of malignant disease, the past has
given us at best a very discouraging prognosis,
even with the best and most thorough surgical

treatment. I cannot but think, however, that
'

even with present methods the outlook is much
less discouraging than it has been. We hear
more of the unsuccessful than of the successful
cases. Many of us, for one reason or another,
have not followed up our cases. The things
which, I think, are tending toward better results
are the wide dissemination among the laymen of
the importance of referring all bunches to the
physician, the realization on the part of the
physician that neoplasms are not to be lightly
dismissed with a word of encouragement to
apprehensive patients; and finally, the admission
on the part of the surgeon that his diagnosis is
fallible.

These things tend to bring all neoplasms early
to the surgeon. Let him look upon every
neoplasm, no matter how innocent it may
appear, as a possible nidus of malignancy, and
let him treat it on the principle that it is malignant
until proved benign; and finally, let him, in his
methods of extirpation, whatever his belief may
be, act at least upon the theory that malignant
disease is in the beginning a local affection.

The failure of the patient to consult the physi-
cian early; the delay of the physician to recom-
mend the surgeon; the surgeon's late recognition
of malignancy; the surgeon's half-hearted opera-
tion, — these sources of failure will be, to some
extent at least, done away with. Instead there
will be early resort to the knife, with a faith on the
part of the operator that the broadest practicable
dissection of a neoplasm means total extirpation
of the disease and permanent cure.

Hopeful as we all are of an easy and effectual
destruction of malignant disease without resort to
surgery, I for one do not believe that so great a

boon to humanity is in store for us. I have seen
too many dismal failures follow loudly heralded
methods of cure, whether of tubercular or of
malignant disease. Not that there may not be
made at any time some discovery the wonders
of which will surpass the imagination,

—

like
the x-ray, for example,

—

but in our hopelessness
of such a splendid achievement we must not lose
faith in our present methods, which, uncertain
and discouraging as they are, have, I believe,
possibilities of brilliant success.

OBSERVATIONS ON EXPERIMENTAL INCI-
SIONS THROUGH THE ABDOMINAL WALL
OF CATS.

BY FRED T. MURPHY, M.D., BOSTON,
From the Laboratory of Surgical Pathology of the Harvard Medical

School.

Tins study of experimental incisions through
the abdominal wall of cats has been carried out
in the hope that by emphasizing certain histo-
logical changes which occur in the process of
repair definite and positive reasons may be given
why one method of closure of human abdominal
wounds practically is to be preferred to another.

The methods which have been proposed and
used in the closure of incisions through the
abdominal wall arc almost without number.
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